PALAVRAS-CHAVE
The objective of this report is to describe a case of accidental catheterization of the posterior epidural venous plexus and its documentation by computed tomography with injection of iodinated non-ionic contrast through the epidural catheter.
Case report
A female patient, 63 years old, physical status II (ASA); underwent conventional cholecystectomy under balanced general anesthesia and an epidural. Initially conscious sedation was applied, with the patient properly monitored with pulse oximetry, continuous ECG and noninvasive blood pressure. In the left lateral decubitus position, puncture of the epidural space between T11 and T12 was taken, with a positive loss of resistance test and negative aspiration for CSF or blood, using a 16G Tuohy needle with its bevel in a cephalad orientation. After the puncture, 3 mL of 2% lidocaine with epinephrine was administered (test dose). No change in heart rate or electrocardiographic tracing was observed, so 20 mL of 0.5% ropivacaine was applied, and a multi-fenestrated 16G epidural catheter was introduced for the purpose of postoperative analgesia. After this procedure, suction was done, when reflux of fluid with a small amount of blood was observed. After securing the catheter to the skin and with the patient in the horizontal dorsal decubitum position, balanced general anesthesia with propofol, fentanyl and sevoflurane was performed. The surgical procedure was uneventful. At the end of the surgery a new aspiration through the catheter was performed, when blood reflux was again observed. Then, 3 mL of lidocaine with adrenaline was administered through the catheter and subsequently a 40% increase in heart rate was noted. After the surgery, the patient, already extubated and in spontaneous breathing, lucid and oriented was taken to the radiology department. A helical computed tomography scan was performed with injection of 4 mL of iodinated non-ionic contrast through the epidural catheter. The image analysis revealed the catheter path from the skin to the epidural space (Fig. 1) . This procedure allowed the observation of the posterior and anterior internal epidural venous plexuses (Fig. 2) . The intervertebral vein was also identified from its origin in the intervertebral foramen to its confluence with the azygos vein (Fig. 3) . In images in the axial, sagittal and coronal planes, it is possible to identify the azygos vein throughout its abdominal and thoracic portion (Figs. 4---6) .
The catheter was removed uneventfully. The patient had a good clinical course and was discharged on the second postoperative day, with no complaints. 
Discussion
The catheterization of the internal epidural venous plexus is a possible complication, even when the operator follows the proper technique. Several studies have tried to correlate strategies associated with a lower incidence of inadvertent catheterization of the epidural venous plexus. 3 Mhyre et al., in a meta-analysis involving 30 clinical trials and more than 12,000 patients, concluded that the risk of venous plexus catheterization can be reduced, if the following strategies are applied: positioning the patient in lateral decubitus, Given the relative frequency of accidental epidural venous plexus catheterizations and the dire consequences that an accidental intravascular injection of local anesthetic can cause, it is imperative for the immediate recognition of this complication by the anesthesiologist. The administration of a test dose through the catheter must be a routine maneuver, even when the test dose by needle was negative. While it is possible to document the actual placement of the epidural catheter, as well as the occurrence of an accidental venous catheterization using computed tomography with contrast injection through the catheter, its occurrence must be clinically recognized, since the imaging test is not accessible to the anesthesiologist in his/her daily practice, because of its high cost or the difficulty of conducting this patient to the radiology department pre-or perioperatively.
